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In 1950, Rita Greene was working as a nurse at
Washington, D.C., Generd Hospitd when she
contracted tuberculoss from one of her patients. She
then became a pdient at the hospital where she was
treated for about one year. On October 25, 1951, the
day before she was to be released, Greene suffered a
cardiac arrest and lapsed into a persgtent vegetaive
sate (PVS). Since that day, she has lain motionless and
unconscious inroom 5221 of D. C. Generd, where she
has been kept dive through atifica hydration and
nutrition (AHN) administered by private duty nurses
who aso turn and bathe her. She is believed to be the
longest surviving PV S patient in the United States.

The American Academy of Neurology defines PVS as.

".a form of eyesopen permanent
unconsciousness in which the paient has
periods of wakefulness and physologicd
deep/wake cycles, but a no time is the
patient aware of him or hersdf or the
environment. Neurologicdly, being awake
but unaware is the result of a functioning
brangem and the total loss of cerebra
corticd functioning.”

This total loss of cerebral corticd functioning may have
been caused by a variety of inaults to the brain. Among
thse are "nutritiond insuffidency, poisoning, stroke,
infections, direct physicd injury, or degeneraive
dissase” PVS patients are incommunicative, cannot
experience pain, and are incontinent of urine and stoal.

It is not clear how many patients, like Rita Greene, are
vidims of PV S. Nether isit known what it costs for the
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lifesugtaining technology and care to keep these
patients dive. Edimates range from 5,000 to 25,000
PVS patients in the United States at any given time,
with the costs of uncomplicated PV'S care ranging from
$2,000 to $10,000 per month per patient, depending
on the dte (home, hospita, or chronic care fadility),
type of nutrition (entera or parenteral) and the region of
the country where the care is provided. The one area of
agreement is that the number of PVS patientsis growing
and will probably continue to grow with the
advancement and application of trauma care and hight
technology medicine.

The care and management of PVS pdients rase
ggnifidant ethica questions. These invalve the rdigbility
of the diagnosis of PVS and the possbility of recovery,
the definition of death, the issue of whether AHNM
dhould be consdered as treatment or care, the
burdensome costs and consequences of such care, and
the question of when, if ever, it is ethicaly acceptable to
terminate AHN of aPV'S patient. The am of this paper
IS to bring these issues under scrutiny from the point of
view of Chridtian ethics.

Affirmations and Presuppositions

In order to consider the issues outlined above, | offer
the fdlowing framework of dfirmations and
presuppositions which | believe forma vdid (though not
exhaudtive) grid through whichto view these (and some
other) problemsin medicd ethics.

1. Human life is made in the imege of God and is a gift
asatrugt from Him.
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God as3gns vdue to human life He gives it and He
takes it away. We are the stewards of our lives and we
are hdd accountable by Him for the choices we make
al through life and not just at itsend stages. To choose
death by suicide or "euthanasd' is a fundamentd
rgection of thisfirg affirmation.

2. Death is a redity because of the entrance of sn into
the human race.

Death is an enemy to be fought even though for the
Chrigtian death has been transformed into the entrance
to a glorious eernity. Nevertheless, there is a time to
die and there exists no duty pointlesdy to prolong dying.
Physcad longevity is not the supreme vaue to be
increased & dl other codts.

3. Treatments may legitimatdy cease when there is no
benefit or reasonable hope for the patient's recovery.

Proper medicd trestment is not dways to be equated
with maximum trestment. Care in the forms of comfort
and company mug dways be given to those with no
natura hope of recovery, but not that which only
prolongs the dying process. Treatment that is very
codly, unusud, dangerous, difficult, or which causes
serious or painful sde effects disproportionate to any
clearly curative benefits may be discontinued.

4. Pdtients have the right to refuse trestment when they
are competent to do so, and ther legdly appointed
surrogates may do so for them when those patients
become incompetent or voiceless.

This is not to accept the so-called "autonomy™ of the
patient. It is to recognize the individud's persona
respongibility to make informed decisons about his or
her own care. This right is rdaive to other concerns
and is not a right to ruin one's hedth or to cease
ordinary curdive trestments which have a reasonable
hope for success. The patient, or his or her legdly
appointed surrogate, has the right to free and informed
participation in medica decisons afecting hm or her
when there are dternative trestments.

5. All decisons to cortinue or forego any particular
trestment depend on the patient's present condition and
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the best objective medical determination on the part of
the physician or physicians making the diagnosis.

Paul Ramsey suggests the term "medicdly indicated”
best describes appropriate care. It is not based on
"qudlity of lifé' judgments or nations about what life is
"meaningful.” The issue is the "comparison of treatments
to determine whether they are likdy to be beneficid in

any way other than prolonging dying.”

6. The same treatments that were potentidly life saving
when begun, can, after further medica diagnoss,
become means for amlesdy prolonging dying.

The dying patient may at times need to be protected
from relentless medicd intervention when such
intervention was begun with the expectation of a cure
but over time was determined to be futile The same
standard of "comparison of treatments' given above
applies adso to the decison to continue curdive
trestment or discontinue its use. The initigion of
trestment, whether in an emergency or non-emergency
sting, does not imply or require its continued use.
Information that was unavalable at the initistion of
trestment or the deterioration of a patient's condition
may be factors that dlow for withdrawd of 'life
support” or other forms of treatment.

7. Decisons to treat or cease trestment are not infalibly
made. Where the prognoss is uncertain, or different
courses of trestment or nontrestment are
recommended by the care givers, responsble third
parties not involved in the trestment should be
consulted.

This affirmation applies especidly to decisons made on
behdf of voiceess patients or incompetents who must
depend on surrogates to make these difficult decisons
for them.

8. In dtuations where the correct course of trestment or
non-treetment is unclear, the application of the Golden
Rule ("Do to others as you would have them do to you'
Luke 6:31) is appropriate.

This is not an endorsement of "dtuation ethics' or a
ubjective method of making decisons by some
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nebulous appeal to "love" It is merdy the recognition
that God commands us to act on behdf of othersin a
manner consgtent with how we would like to be
treated. When we are not mordly obligated to take a
given course of action, we should be guided by our
wishes for oursalves.

9. Food, ar and water by natura routes are necessary
means of the preservation of life and may not be denied
to any patient.

Food and water taken through the mouth and ar
breathed on one's own are not fooms of medicd
treetment to be withhdd from anyone. The deliberate
withholding of food and water from someone who is
capable of ingegting them in order to hasten his or her
degth isimmord.

AHN and the PVS Patient

With the above dfirmations and presuppostions in
mind, the possibility of withdrawal of AHN from certain
PVS patients may be consdered by posng and
answering severd questions.

1. How rdiable is the diagnosis of PVS, and what is the
likelihood of recovery fromit?

The primary methods of diagnoss of PVS invave
careful and extended dinica observation of the patient
dong with laboratory studies. PVS patients will show
"no behaviord response whatsoever over an extended
period of time" No voluntary action or behavior is
observed in a PVS patient. He or she awakens and
deeps cydicdly, but shows no behavioral evidence of
being able to respond in a learned manner to externa
events or dimuli. Despite gppearances of dertness at
times, PVS patients "repeatedly fal to demonstrate
coherent speech, evidence of comprehension of the
words of examiners or attendants, or any capacity to
initiate or make congstently purpossful movements.”

In addition to behaviora observation, positron emisson
tomography is used to determine the metabalic rate for
glucose in the cerebral cortex. In PVS patients, such a
rate is greatly reduced to a leve incondgtent with
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consciousness or the capacity to experience pan. Brain
imeging tests (CT scans) sometimes aso reved lesons
or cortica atrophy, depending on the cause and
duration of the condition.

Taken together, the above diagnogtic criteria provide a
very high degree of certainty in the diangods of PVS.
The more difficut issue is the determination of the
permanence of the state. This depends on the nature of
the brain injury, the age of the patient, and the period of
time the loss of cognitive function has aready lasted.
Both the American Medical Association and the
American Academy of Neurology agree, however, that
once PVS has lasted three months, recovery of
consciousnessiis very rare and the condition can riably
be considered permanent.

Petients under 40 years of age have the best possbility
of regaining consciousness, dthough the likdihood is il
very smdl.The American Medica Association's Councll
Report on PV'S concludes:

Even in young pesons who have
experienced head trauma, a consarvative
criterion for the diagnogs of PVS would be
observed unawareness for at least 12
months. Cognitive recovery after 6 months
IS vanishingly rare in patients older than 50
years. If the handful of reported
occurrences of cognitive recovery in
patients with PVS are divided by the total
esimated number of PVS cases in this
country, the odds of recovery are less than
1 in 1000. The risk of prognogtic error
from widespread use of the above criterion
Is so amd| that a decision that incorporates
it as a prognogic concluson seems fuly
judtifidble.

Based on the above, | conclude that the diagnosis of the
permanence of PVS is rdiable, though not infdlible
After a patient has been in PVS for one year, the
posshility that he or she will recover seems to be
gatisicdly minute Those diagnosed to be in a
permanent PVS due to arophy of or severe physicd
trauma to the cerebral cortex may be judged to be
beyond the posshility of naturd recovery of
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CONSCIOUSNESS.

2. Should the definition of death be expanded to include
those diagnosed to be in a permanent PVS?

Some ethicists have suggested that the definition of
death be changed from a whole-brain death criterionto
the criterion of the "permanent loss of sentience.” Under
this definition, further trestments of patients diagnosed in
permanent PVS would not be required, since such
patients would be considered dead as persons even
though their bodies were biologicaly dive.

Although this would solve the dilemma of AHN of PVS
patients, | do not think it is a wise approach. A person
without sentience is dill a person, dthough a very il
one. To make a digtinction between a person and his or
her body opens the possibility of further redefinition of
death to incdude, perhaps, those who have limited
capacity for awareness such as Alzhemer's sufferers or
severdy retarded persons. It iswiser to define death as
"the irreversble loss of heart, lung and brain function --
to make each a necessary criterion and dl three
together the auffident criteria for declaring someone to
be dead."

No one "recovers' from the above defined state of
death. Those who have suffered temporary or
permanent loss of sentience ought not to be considered
among the dead.

3. Can AHN ever accurately be considered as
trestment?

This difficult question has been debated widdy and
forcefully. At fird glance, it would seem that AHN
should be placed in the category of ordinary pdliative
care never to be denied anyone. Those who take this
view mantan that to withhold hydration or nutrition
even when it must be administered atificaly is to kill
the patient ddliberately by dehydration or starvation.

Such a view carries much weight yet seems to ignore
the very obvious pardlds between AHN and other
mechanicd interventions such as respirators, didyss
machines and even antibiotic thergpy.
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The most common methods of AHN are the
nasogadtric tube (threaded through the nodtril and into
the ssomach), the gastrostomy tube (surgicdly inserted
into the stomach), the jgeunostomy tube (surgicaly
inserted into the smdl intesting), and the intravenous
(1V) lire into the bloodstream (seldom used for the long
term AHN needed for PVS patients. All of these
devices are invadve, require supervison of highly
trained personnd, are accompanied by risks and side
effects (e.g., infection, bleeding, diarrhea, eectrolyte
imbaances, pneumonia, flud overload, etc.) and are
codly.Unlike the gving of a cup of water or bowl of
soup, these feeding procedures can reasonbly be
viewed as medicd treatments not ehicdly and
unequivocaly mandated for every patient.

For the vast mgority of patients, AHN is a very
beneficid temporary therapy dlowing for the trestment
of medicd problems when the taking of food and water
by naturd routesis not possible. AHN aso dlowstime
for the darification of diagnoss over a longer period as
in the case of PVS patients. The presumption should
therefore dways favor the initistion of AHN in patients
for whom death is not irreversbly imminent. However,
the initition of AHN does not imply or require its
continued use irregpective of its efficacy for the
recovery of the individud patient.

4. When may AHN be withdrawn from a PV S patient?

The decision to cease trestment by AHN ought never
to be taken lightly. The PVS patient is totally dependent
on the judgments of others for his or her care and is
among the most vulnerable in our society. The focus
should aways be on the patient.

It should aso be noted that a decison permitting the
withdrawad of AHN does not make it mordly
obligatory. Respect should be given to families and
cae-givers who conscientioudy object to the
withdrawa of AHN and they should never be required
to act agang ther consciences. Families willing to
accept the burdens and costs of indefinite AHN should
be permitted to move the PVS paient to a fadlity
where such trestment can be carried out.

With those observations inmind, AHN of PVS patients
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may be ethicdly withdrawn when there is no natural and
reasonable hope that the patient will recover. When a
PVS pdtient is reigbly known to be in an irrevershle
condition, treatment is no longer medicdly indicated
snceit isno longer of benefit to him or her.

A consarvative and prudent method of determining
irrevershility would be to require a team of neurologists
who have previoudy not been involved in the diagnosis
or trestment of the patient to examine him or her after
he or she has remained in a PV'S for a period of at least
one year. Usng the diagnodic criteria outlined in
guestion one above, the team may determine, with
certainty in some cases and overwheming probability in
others, that the individud will not recover from the
PVS.

The family or legdly-appointed surrogate for the patient
may then decide whether or not to withdraw AHN on
the bass of the patient's known wishes, ther own
informed judgment, or the gpplication of the Golden
Rule. Such a decison need not be made hedily and
should reflect, if possible, the unanimous view of the
immediate family if they are making the decison. Inany
case, the family is not under obligation to continue
usdless or fuile agpplication of AHN. It may be
withdrawn, not because of some "qudity of life'
judgment, or by defining the patient as aready dead,
but because it offers no bendfit toward the recovery of
the patient. In these narrowly defined Stuations AHN
can be seen as sarving amlesdy to prolong dying for
patients in whom there is no reasonable and natura
hope for recovery.

5. Since death results from withdrawing AHN, isn't this
aform of euthanasia, and apainful one at that?

The issue of pain is irrdevant to the PVS patient, Snce
those in PVS lack the cortica function needed to
experience pain. However, the accusation of euthanasia
Is a sious one to which a plea of "not guilty” is
entered.

It should be noted that certain other medical trestments
are withdrawn in some circumstances despite the fact
that death will result as certainly as withthe withdrawal
of AHN. Among these are rena diayss blood
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transfusions, respirators, etc. Inthese cases it should be
acknowledged that the underlying disease or injury that
intidly required the life supportive trestment is the
cause of death and not the withdrawa of trestment
which has been deemed usdess. The withdrawa only
seems to be the cause of death. Death would have
invarigbly occurred had the trestment not been initiated
in the firg place. Withdrawa of life support affects the
timing of the deeth, but is not the cause of it. The intent
of withdrawd is not to cause death but to cease
treatments that offer no reasonable curdive benefit.
Desth follows as aresult of the patient's fatal pathology.

6. Doesn't the withdrawa of AHN from certain PVS
patients open the door for the withdrawa of AHN from
other groups of patients?

The possibility of abuse of any principled ethic dways
exigs but in this case the danger is paticularly acute.
Because of this Danid Cdlahan has questioned the
withdrawa of AHN even when it mightt be ethicaly
legitimate in order to preserve a "mord emotion” and
"repugnance agang sarving people to death.” Danidl
Avila, Staff Counsd for the National Lega Center for
the Medicaly Dependent and Disabled, has suggested
that withdrawing AHN will lead to death by lethd
injection.

While | acknowledge the legitimate concerns and fears
of the "dippery dope" to euthanasig, this danger can be
guarded againgt without requiring treetments whose only
effect is a pointless prolonging of dying for an
irrevergbly and incurably ill patient.

It is essentid that both law and medicd practice
diginguish between those patients whose cortical
function is totdly and irretrievably lost and other
persons who may have minimd or severdy impared
consciousness. The principle of the sanctity of humanlife
would require a most vigorous protection of the latter

group.

The position of this paper afirming the withdrawd of
AHN from some PVS patients is not based on a
"qudity of life' ethic that might jeopardize other patients
right to life It is based on the curaive futlity of the
treatment, not the quality of the PV S patient's life.
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Given the present diagnodtic rdiability as | understand
it, 1 have proposed a wating period of one year
(instead of three months as the American Academy of
Neurology suggests) for the determination of whether a
PVS pdient is known to be in an irreversble
unconscious condition. This proposal is designed to
make certain that the patient's unconsciousness is not
temporary, and tha there are no lingering remnants of
sentience. This one-year period is admittedly a
conservative precaution designed to prevent premature
withdrawa of life support and defend agang the
intruson of "euthanesd' where the diagnoss is
uncertain.

Summary and Conclusions

The vast number of lifesudaning treatments avalable
today forces us to be part of exceedingly difficult
decisons about our own dying and death of our loved
ones. These agonizing decisons require our best ethica
judgments as we gpply the unchanging word of God to
the ever changing circumstances and dilemmeas of the
modern world. Knowing our fdlibility we seek God's
wisdom while depending on His grace when we fall to
goply His truth accuratdly to dl the facets of each
problem.

Because of my intentiond focus on the individud
patient, | have not discussed related issues such as the
emotiond and financid burdens fdling to the families of
PVS pdaients. While | have diminaed these
condderations as the ground for the withdrawd of
AHN, they are important concerns. The pointless
prolonging of dying through AHN in patients who are
completely and permanently UNCONSCIoUS
unquestionably generates profound emotiond pain for
the families as well asimmense financid burdens

When these financid respongibilities cannot be met, they
fdl to the public sector, adding to the costs of hedth
care and increasng public debt. Rita Greene, who was
mentioned at the beginning of this paper, has been
sugtained ina PV S for over forty years with the costs of
her careat D.C. Genera (apublic hospitd) covered by
a workers compensation dam. These and reated
Issues need to be debated and studied from an ethical
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gandpoint before financid consderations bring about
the rationing of hedth care merdy on the bass of
utilitarian or cost/benefit theories.

The withdrawd of AHN from anyone, even the
permanently unconscious, may seem to be a crud and
ingengtive act. Yet in his book The Patient as Person,
Paul Ramsey suggests that permanently unconscious
patients may be among those few patients who are
"irretrievably inaccessible to human care” He writes:

If there are cases of neglect and defect of
care for the dying, there may aso be not an
excess but a now usdless extenson of care.
Acts of charity or moving with grace
among the dying that now communicate no
presence or comfort to them are now no
longer required.

If that is so, we can properly withhold AHN in the
narrowly defined cases | have described without fear of
weekening the responghility to protect and save human
life, and without being accused of cdlous indifference to
the patient in a permanent PVS.

Persons withtota loss of cortical function are incgpable
of auffering hunger, sensng comfort or experiencing
companionship. It is strange logic indeed that would
require one to give to a patient what he or she cannot
receive. Such actions may produce psychologica
benefit for the care giver, but they are matters of
complete indifference to the patient.

By focusng on the patient, we can do what is
appropriate for m or her while avoiding the usdess
and cogtly extension of trestment whenthere is no hope
of recovery.
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